THE forcible reduction of old dislocations at the shoulder has been often described as a successful measure, but the use to which the patient could afterwards put the limb, or whether, indeed, he had thereby been predisposed to a recurring dislocation, has generally been passed over without mention. But the employment of forcible measures has frequently caused additional injury, mnany dying from rupture of the axillary artery. This method would only now be practised in a limited fashion. Some cases, for one reason or another, remain unreduced, the patients making what use they can of the inobility of the scapula.
to collect and break down. Although the result obtained may be good as regards mobility, there may be little strength in the arm.
Lord Lister, in his Presidential Address to the Hunterian Society,1 described two cases of bilateral dislocation for which he had performed arthrotomy. After freeing the head from its muscular attachments, also partly excising one head, he reduced the dislocation by the aid of pulleys. Keetley2 advocated arthrotomy, and included a full history of the subject. Lister's method of arthrotomy, aided by extension by pulleys, leaves the shoulder with very limited mobility. After prolonged passive movement and massage the patient will generally not be able to raise his arm above the level of the shoulder.
Subcutaneous division of bands and osteotomy of the neck of the humerus have not obtained any vogue.
The method of obtaining reduction through a posterior intermuscular incision by excavating the glenoid cavity suggested itself to me because it seemed an adaptation to the shoulder of the procedure previously employed at the hip. For a traumatic dorsal dislocation of the hip, of five months standing, in a boy aged 7, I made an anterior incision between muscles, and, without injuring any important structure, excised the obstructing capsule and the dense fibrous tissue filling the acetabulum. After making a well-marked cup, the unaltered head of the bone was returned into place by manipulation without using any force. I afterwards showed the boy at a meeting of the Clinical Society with a good return of movement.3 I cannot find that I have been anticipated in the description of the operation I have adopted on the shoulder, nor in putting forward the considerations which seem to me to support the method.
As to a posterior incision to expose the shoulder-joint, Kocher, in his "Operative Surgery," describes cutting through the acromion and infraspiniatus. I have followed his recommendation in the case of tuberculous disease in a child, in which the glenoid cavity was the chief part affected and a caseous abscess was pointing behind. But that is a quite different operation.
Indeed, all writers contemplate old dislocations of the shoulder from the front. The illustration of a dissection in a tract in the Library of the Royal Society of Medicine, by Bonn, " Commentatio de humero luxato," Lugduni Batavorum, 1782, Tabula IV., which I have had photographed ( fig. 1 ), was drawn from a dissected post-mortem specimen. 'Brit. Med. Journ., 1890 , i., p. 1. 2 Lancet, 1904 , i., p. 207. 3Clin. Soc. Trans., 1895 
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Spencer: Reduction of S1ubcoracoid Dislocationi It shows in particular the im-ass of thickened capsule with calcareous plates resulting from the injury, also the remains of the glenoid cavity and the false joint. Moreover, the old shoulder dislocations placed in mnuseum--s have usually been dissected from the front. I show an exception to this from the Royal College of Surgeons' Museum ( fig. 2 ). It is a post-mortem-l speciiien dissected by Flower, and exhibits the relations of the muscles, but m-luch of the thickened capsule has been cut away, as well as part of the deltoid, infraspinatus and teres minor. The relation of the long head of the biceps and that of the triceps to the disloeation is the chief point to which I would draw attention in the specimen.
Mr. G. R. Ward, who acted as my dresser, kindly made for mne two drawings, one ( fig. 3 ) to show the norimial position of the inuscles behind the shoulder when the arm is outstretched; the second drawing ( fig. 4 ) shows the glenoid cavity as exposed at the operation. The occasion for the employment of the operation was as follows: A weakly mnan, aged 53, formerly a compositor, had had ten years before a cerebral vascular lesion causing right hemiplegia and aphasia. From this he had so far recovered, but his right side remained weak, and his speech was difficult to understand, which was partly due to his being edentulous. In August, 1907, he was walking on the pavemnent when he slipped off the kerb and fell into the gutter, hurting his left shoulder. He went at once to a doctor, who, he said, told himil there was nothing wrong with the shoulder.
Three weeks later, on the advice of a friend, he attended the out-patient departmiient of a general hospital, where he was anopsthetized and an attempt at reduction made. He was then admitted to the hospital ward, and two furtlher attempts at reduction tried, both under an anesthetic. He was afterwards given to understand that nothing more could be done for him and he left the hospital.
Two mnonths later he went to Dr. Tippett, of Staines, who sent himl1 into the Westminster Hospital under ime. His left arimI could hardly be moved at all from his side on account of a subcoracoid dislocation, bY which the head of the hum-lerus was firlmlly fixed to the scapula. There was extensive eczema in the axilla and around owing to the arm being kept to the side. This dislocation on the left side, along with the hemiiiparesis on the right, rendered himn quite helpless. Thus an operation to free the left shoulder was particularly indicated, whatever objection might be imuade to it on account of the weakness of the patient and the probable state of his cerebral vessels.
I operated on Novemiiber 13, 1907, three and a half imionths fromll the accident, after especial care had been devoted to preparing the armpit, Part of the de]toid, infraspinatus, and much of the altered joint capsule have been cut away, but the specimen shows the remains of the glenoid cavity, with the origin of the biceps and triceps; also the false joint.
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Spencer: Reduction of Subcoracoid Dislocationt owing to the eczema which had followed upon the adduction of the arm. The patient was laid on his right side, I stood behind him on the left, the dresser held the left arm as much raised as he could, so that the posterior surface of the arm looked upwards and forwards; at the same time he pushed the humerus towards me. This is a primary feature of the method; the glenoid cavity and neck of the scapula can be thus 5 ) taken soon after union shows this line. Then the upper border of the latissimus dorsi was freed and retracted downwards, the posterior border of the deltoid retracted upwards. The next step (figs. 4 and 1) was to raise by means of a raspatory the teres minor and infraspinatus fromii their origin near their tendons so as to expose the axillary border and a small triangular area of the dorsumn and neck of the scapula.
This led to a good view of the origin of the long head of the triceps fronm the lower edge of the glenoid cavity and the axillary border of the scapula. Now I began to cut away piecemeal a tough ml-ass of tissue representing the posterior part of the capsule and to chip away the posterior rimii of the glenoid cavity until I had reached the origin of the long head of the biceps fromn the upper imargin. I had then the long head of the triceps below and the long head of the biceps above both well defined at their origin, but uninjured. Between these two tendons was a mliass of fibrous tissue and fat, representing the capsule remlains of bloodclot, somi-e of which had becomile altered into miielon-seed bodies in the formiier joint cavity ( fig. 1, 1 , im, o) . No actual joint cavity rem-ained, but a section under the m-lieroscope of a piece which had been cut away showed synovial mnenmibrane and greatly thickened subsynovial tissue. The rest of the thickened capsule was next excised in smiiall bits, progressively with the remloval of bone chips from-l the iiddle of the glenoid cavity, until the anterior rimii, which had comne to formii the posterior margin of the false joint below the coracoid piocess, had been removed. When this was done the head of the.humerus was exposed. Thus a cupshaped cavity had been excavated between the origin of the biceps above and the triceps below, and all the altered capsule had been cut away. A manipulation of the humiierus by Kocher's method then caused the head to be reduced into this excavation. This manipulation, without using force, had been tried before, but it was only after the comi-iplete remnoval of the anterior riuni of the glenoid cavity, including the posterior border of the false joint, that reduction readily occurred. That a false joint had formed was further shown by the escape from it of synovial fluid, whilst none was found at the site of the true joint. After reduction, the head of the bone could be well inspected; its cartilaginous surface was unaltered, its muscular attachments uninjured. When extension was mlade on the arm, the head of the bone was only pulled downwards just enough to allow of the fingers being inserted between the head and the acroliolln; when extension was relaxed the head came into contact with the acromllion. This was due to muscles and ligaments having shortened.
Surgical Section
The head could not be pushed further back than the excavated glenoid cavity on account of the tenseness of the subscapularis; in the excavated cavity the head rotated easily and the arm could readily be carried into the vertical position; on removing the retractors the muscles returned into place, and as the head of the bone now filled the deepest part, no wound cavity remained, so the skin was sutured without a drain. I had expected to meet with the dorsalis scapulae artery, but I did not cut far enough down the axillary border to wound it 195 196
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The whole plan of the operation had kept imie far away from the eircumflex nerve, and, of course, froim the large axillary vessels and nerves. The wound healed well ( fig. 5 ); before the sutures were removed the armii could be readily rotated. As soon as there was firin union, massage, passive miiovenment, and electrical excitation were adopted. The arm could be raised easily to the vertical (fig. 6 ), and the patient slowly regained the use of the limb in a way which was quite satisfactory considering his general debilitv. Photograph of patient two months after the operationi, to show the elevation of the arm.
An X-ray photograph taken two lmlonths after the operation showed the outline of the unaltered head of the hum--erus in the excavated glenoid cavity. A relative opacity in the line of the biceps miiarked a ridge of induration dating from the accident, due to blood extravasation.
CONCLUSION.
This method of treating an old shoulder dislocation appears to have the following advantages:-
(1) The joint is exposed without dividing any important structure, and the mnuscles which have been drawn aside fall back into place, so that no wound cavity is left in which blood-clot can collect, nor is drainage required.
(2) Through this incision can be reimoved the imupedimlents to reduction, viz., the altered joint capsule and the bone forming the posterior rim of the false joint, together with the middle portion of the glenoid cavity, without disturbing the ilmportant origins of the biceps and triceps fromlthe upper and lower borders of the rillm.
(3) At the operation an assistant can cause the deformity resulting fromlthe dislocation to aid the surgeon; by means of the arm he can push the neck of the scapula towards the surgeon, and hold it fixed whilst the glenoid cavity is being excavated.
(4) The head of the humnerus is replaced with its mnuscular insertions and its articular surface intact. It can then nmove freely in the excavated glenoid cavity; but it is not liable to becomiie displaced again, for all the muscles are still attached, yet have becolmie somiiewhat shortened in the time which has elapsed after the accident; hence passive and active moveml-ents can be begun early. If, indeed, the operation be adopted for a quite recent dislocation, whilst the rotator muscles are still stretched, or perhaps partly torn, then it nmay be necessary to limit the moveiiments of the shoulder until the m-luscles shall have contracted up.
DISCUSSION.
The PRESIDENT (Mr. Warrington Haward) said the Section would undoubtedly agree that their best thanks were due to Mr. Spencer, whose paper marked a distinct advance in the treatment of that very troublesome condition, old unreduced dislocation of the shoulder. Most of those present had probably seen very disastrous results from attempts to reduce old dislocations, and the present case seemed to show very well the changes which occurred, even within three and a half months. No doubt most of the dislocations in which disaster 197 198 Spencer: Reduction of Subcoracoid Dislocation had occurred had been of much longer duration. But even in the present case great changes had occurred in the glenoid cavity, and the operation devised by Mr. Spencer, with a posterior incision which avoided the division of the important muscles around the joint, seemed to have given an excellent result.
Mr. RUSHTON PARKER agreed that the result in the case amply justified Mr. Spencer's procedure, but would like to hear, before proceeding, what movement the patient was capable of before the operation.
Mr. SPENCER replied that the arm was absolutely bound down to the side and there was eczema of the axilla all round. He did not attempt any other form of reduction; all that was done before the operation was to try to prepare the axilla.
Mr. RUSHTON PARKER (resuming) said the points which struck him were, first, the amount of utility of limb likely to exist in a case of unreduced dislocation of the humerus; secondly, the amount of benefit that could be derived from attempts at reduction; thirdly, whether benefit could be brought about by operative means. He was sure the present case justified the procedure adopted. He supposed the patient could perform movements strongly and had a capable arm.
Mr. SPENCER reminded Mr. Parker that the patient was a weak old man, was paralysed on one side, and the arm treated was the only one he could use. He had not been able to go to work again.
Mr. RUSHTON PARKER (continuing) said, with regard to previous cutting operations for the purpose, the one which attracted his attention most was that published by Lord Lister-a case where double dislocation of the humerus was operated upon. He, however, was not very favourably impressed with the result, and thought the patient would have been as well, if not indeed better, without the operation. There was a too ready tendency to suppose that unreduced dislocation of the head of the humerus was an unmixed evil. Years ago, when he was much associated with the late Mr. Hugh Owen Thomas, who was such a master on bones and dislocations, he often persuaded patients to put up with dislocations, and he had photographs of them. Some cases of unreduced dislocation of the humerus he had deliberately left alone, and the patients managed fairly well. In one or two cases where he had attempted to reduce not ancient, but comparatively recent dislocations of the humerus, he had failed, and the patient had to put up with the condition that was after all the means at his disposal had been tried, such as hand traction and counter-pressure on the scapula. The result was not a seriously maimed arm. He had reduced with his hands, and without anaesthetic, dislocation of the head of the humerus three months old, by letting the patient sit up in a chair and getting someone to hold her round the waist, and pulling and manipulating: He asked what Mr. Spencer meant by Kocher's manipulation, as he (Mr.
Parker) was taught a mode of manipulation before Kocher's name was heard of, namely, by the late Mr. John Marshall, at University College. The first case of the kind that he saw after returning to Liverpool was a recent case of dislocation, in which he elevated the arm and pulled it back. On another occasion he was in Mr. Thomas's surgery-Mr. Thomas did not seem to believe in manipulation-and he (Mr. Parker) said it was a good case for reduction by manipulation, and he was therefore allowed to try it. It was successful, and there was no mystery about it, but it was not always successful. In these days of aseptic surgery what Mr. Spencer had done was worthy of attention, and the plan deserved following up. Still, he thought the literature of the management of bones and joints was not yet extensive enough to make surgeons acquainted with the degree of defect which could be tolerated without impairing working men from performing their daily duties, or other men getting along in comparative comfort. He did not say that from any reluctance to operate, but thought more attention might be directed to this point. Had it not been foreign to the present paper, he would have discussed the elbow-joint. He knew a joiner who managed to saw very well with his elbow ankylosed at a right angle.
Mr. THOMAS H. KELLOCK said he had been particularly interested in Mr. Spencer's account of his operation, which he (Mr. Kellock) thought he could fairly claim to have anticipated. In the last volume of the Transactionis of the Clinzical Society he recorded an almost identical case. He operated upon a man who was the subject of an old unreduced subcoracoid dislocation of the shoulder, complicated by an united fracture of the neck of the humerus, and it occurred to him that a better result might be obtained by saving the insertion of muscles about the upper end of the humerus and excising the joint by removing the glenoid cavity. That he therefore did. He, however, approached the joint from the front, and he did not think there was much difference in the principle of the operation, whether the approach was from the front or the back. It was comparatively easy from the front, and was done without serious damage to surrounding structures. He removed considerably more of the glenoid cavity than Mr. Spencer had done, and he thought that he (Mr. Spencer) had left more bone than was likely to be of service to the patient; the surfaces must be closely in contact, and he thought there would be a disposition for ankylosis to occur. Mr. Kellock's patient was a blacksmith, and he saw him recently. He had an excellent arm, and although he could not do overhead movements well he could do his garden work and was able to wheel a wheelbarrow, which he (Mr. Kellock) regarded as very satisfactory. The last photograph shown by Mr. Spencer represented almost exactly what happened in his own case. It was a poor elevation, and it was obvious that the scapula was moving with it. He found some difficulty in getting at the front of the neck and the glenoid cavity; and in the paper to which he had referred he had said that if he should get another similar case he would attempt to combine the posterior and anterior incisions. Having heard Mr. Spencer's remarks he thought that would be a more satisfactory way of approaching that deformity; it would give almost perfect command of the joint. He asked what amount of movement in the 200 Spencer: Reduction of Subcoracoid Dislocation shoulder-joint of Mr. Spencer's case was perfectly free, because he thought the bones must be almost grating, owing to their proximity to each other. Mr. SPENCER, in reply, said that of course there was often mobility of the scapula in an unreduced dislocation, but those subjects of it whom he had seen had not been able to raise the arm to the level of the shoulder. The arm, however, was a powerful one for all under-hand work. With regard to excision of the head of the humerus, he had done it, and he had seen very good operations of others, which had healed; but he had never seen any such man with any strepgth in high movements. With regard to Lord Lister's method, Lord Lister himself mentioned that after massage for six months in his cases neither of them could again raise the arm to the level of the shoulder. He had read Mr. Kellock's paper, to which that gentleman referred, and he did not intend that the case now described should be in any sense the same as his. Mr. Kellock used the anterior incision, and therefore must have divided some muscles. He (Mr. Spencer) used the posterior one. Mr. Kellock excised the glenoid cavity through its neck, i.e., he divided the biceps and triceps tendons, two things which, he wished to make it a central point in his paper, he had left. Wheeling a wheelbarrow was under-hand work. The point was whether the man could raise his arm above the shoulder. Perhaps the scapula in his case moved a little, but he thought the elevation of the arm shown in the photograph was a very fair one, and occurred at the excavated shoulder-joint. He was not present when the photograph was taken.
